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Table 1: Final QualPalUK quality indicator set (n=30), following phase 3 of the RAND/UCLA Appropriateness Method    
 
 Indicator description, categorised by care domain 
    
Indicator 
type* 
 A. Physical care and support, assessment and treatment   
A1 Proportion of service users with assessment of pain severity at screening using a valid measure   P 
A2 Proportion of service users with moderate or severe pain assessed to explore possible causes of pain   P 
A3 Proportion of service users with assessment of breathlessness at screening using a valid measure  P 
A4 Proportion of service users with assessment of fatigue at screening using a valid measure  P 
A5 Proportion of service users with assessment of functional status to identify daily activity limitations completed before 
a multidisciplinary care plan   
P 
 B. Psychological care and support, assessment and treatment  
B6 Proportion of service users screened for depression at screening using a valid measure   P 
B7 Proportion of service users screened for anxiety at screening using a valid measure   P 
B8 Proportion of service users with assessment of cognitive functioning  P 
 C. Spiritual and emotional care and support  
C9 Proportion of service users with documentation of a ‘spiritual aspects of care discussion or assessment’ completed 
before a multidisciplinary care plan      
P 
 D. Information and Communication with Service Users  
D10 Proportion of service users who report that they are provided with sufficient, appropriately tailored information or 
advice on their condition and on intervention options to support decisions on agreed care planning 
O 
 E. Co-ordination and continuity of care  
E11 Proportion of service users with a comprehensive needs assessment completed before a multidisciplinary care plan 
to identify main symptoms and concerns, and their effect     
P 
E12 Service has a written care pathway for assessment and management of moderate or severe pain including 
appropriate onward referral routes 
S 
E13 Proportion of service users with documentation of re-assessment at regular review in line with time points agreed in 
the multidisciplinary care plan 
P 
E14 Service has written standard operating procedures defining timeframes for time to initial contact, completion of needs 
assessment and multidisciplinary care plan 
S 
E15 Proportion of service users with documentation of appropriate intervention in line with the agreed, multidisciplinary 
care plan      
P 
E16 Proportion of service users with documented communication between the service & the General Practitioner 




E17 Proportion of service users with a care plan available as specified by the service’s written standard operating 
procedure for development and usage of multidisciplinary care plans 
P 
E18 Proportion of service users with documented evidence of being offered the opportunity for completion of advance 
care planning   
P 
E19 Proportion of service users with quality of life assessed using a valid measure at screening and at regular review in 
line with time points agreed in the multidisciplinary care plan   
P 
 F. Care planning, goal setting and shared decision making with service users  
F20 Service has a written standard operating procedure for development and use of multidisciplinary care plans S 
F21 Proportion of service users with documentation of main care goals in the multidisciplinary care plan                            P 
 G. Evidence of effectiveness, outcome assessment and measurement  
G22 Service has a written policy for reviewing and updating standard operating procedures and care pathways S 
G23 Proportion of service users re-assessed at regular review who report that main care goals are met in line with the 





Proportion of service users with assessment of satisfaction with overall care and support performed using a valid 
measure 




 H. Staff training and education, service and professional development  
H26 Extent to which staff have access to training around core components of care as part of continuing education and 
personal development 
S 
 I. Access to services and service environment  
I27 Proportion of service users with a record of time in days from referral date to first attendance date offered by service P 
I28 The service provides suitable equipment and settings to deliver care S 
I29 Service has a written policy for defining standards for equipment and settings which are available for delivery of care S 
 J. Societal, ethical and legal aspects of care  
J30 Proportion of service users with correctly completed documentation of informed consent to treatment or medical 
intervention    
P 
*Indicator type: S: Structure; P: Process; O: Outcome 
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DISCUSSION 
Results of the study 
We have developed the first set of quality indicators specifically for use in Palliative Day 
Services, using a recommended, evidence based approach[7]. The indicators were derived 
from a comprehensive review of the international literature. The full set of original 182 
indicators are provided as a resource in supplementary material and can be used to make 
adjustments for jurisdictions outside the UK if necessary. The final indicator set (reflecting 
Donebedian’s model)[2] contains 2 outcome, 21 process, and 7 structural indicators, across 
10 domains of care. The limited number of outcome indicators is a result of the expert 
panel’s preference to incorporate patient reported outcome measurement (in relation to 
the assessment of pain, breathlessness, fatigue, functional status, depression, anxiety, and 
quality of life) into relevant process and structural indicators, and to avoid the complex 
adjustment and exclusions often associated with the quality appraisal using outcome 
indicators[14‐19]. For example, rather than measure absolute ‘pain intensity’ or ‘change in 
pain intensity’ (both outcome indicators), the panel preferred to measure the extent to 
which patients had their pain measured using a validated instrument (#A1 and #A2‐ both 
process indicators), and the extent to which valid pathways were in place to manage the 
individual patient’s pain (E12 – a structural indicator).  This approach still incorporates the 
perspective of the service user in the process of quality assessment,[20,21] but requires that 
staff solicit these patient reported outcomes routinely and use them effectively to meet 
patient needs. Clearly however, both structural and process level quality indicators are only 
valid assessments of quality of care if they can be shown to increase the likelihood of a good 
outcome,[22] and hence the evidence base should be reviewed regularly to identify these 
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relationships. The panel did, however, endorse outcome indicators in relation to service 
users’ satisfaction with information and advice received (#D10) and whether service users 
reported that their main care goals had been met (#G23). 
One characteristic of a ‘good quality indicator’ is the extent to which the quality indicator 
refers to an aspect of care which can be influenced by the players being evaluated[23]. 
Many quality indicators developed more recently[7,24,25,26] have been proposed to be 
relevant to a range of different palliative care services. It is inevitable though that some of 
the indicators within these sets will not be within the control of those care personnel 
associated with the service being evaluated. Several authors have commented on this ‘fit’ 
between the indicator set and the service being evaluated[27,28] and have recommended 
that indicators be amended or removed as appropriate. We believe that the specificity of 
our indicator set is a significant advantage as it means the indicator set is immediately 
accessible to UK Palliative Day Services, without modification. There is considerable scope 
for international collaboration in the development of quality indicators,[29,30] and hence 
with appropriate modifications to account for contextual and cultural differences, our 
indicator set will be valuable in other PDS services, internationally. The original set of 182 
unique PDS quality indicators (supplementary file 2) derived from a comprehensive review 
of the international literature is a valuable reference for other providers wishing to develop 
PDS quality indicators. 
Implementation in practice 
The value of quality indicators is fully realised when they are implemented in routine 
practice, and used as a basis for quality improvement. Fifteen years after the Council of 
Europe first encouraged the definition and adoption of quality indicators of good palliative 
17 
 
care, there is still little evidence of widespread implementation in practice.[16,31,32] Some 
of the barriers to successful implementation of quality indicators in palliative care settings 
include the attitudes towards quality improvement within the organisation[27] and among 
staff,[28] the perceived value of quality indicators,[27,28] and ‘top‐down’ engagement[27].  
Drawing upon this evidence and the improvement science literature,[33] we have 
incorporated features in our research design which are intended to improve the likelihood 
of uptake and implementation by Palliative Day Services. Use of the rigorous RAND/UCLA 
method results in a set of indicators with high face and content validity.[34‐36] We have 
enhanced the perceived acceptability and credibility of the indicator set by promoting 
stakeholder awareness and involvement in the development of the indicators, and by 
ensuring representation on our expert panel from services where we wish the indicators to 
be utilised. We have communicated widely (via newsletters, presentations, the QualPalUK 
website, and site visits) about the development process, and have provided opportunities 
for stakeholder feedback. However, for successful implementation we will also need to be 
attuned to variations in current practice, the range of measures already in place in care 
settings, the diversity of systems (including IT systems), and staff training.[28,37]  
Assessment of care quality is agreed to be an essential element of service provision, and the 
quality indicator set is a comprehensive and evidence based tool that enables this process. 
This comprehensive assessment requires time investment by services that are often time‐
poor, on an annual or bi‐annual basis. Implementation will be facilitated where: services are 
able to organise their routinely collected data in a manner that is easily accessible for data 
extractors; service personnel recognise the direct impact of quality assessment on service 
improvements; data extractors become more familiar with use of the tool; and where 
efficiency of data extraction is enhanced via electronic capture.  We are now developing an 
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electronic version of the quality indicator toolkit which will help to reduce the time required 
for data extraction and calculation of the quality indicators by allowing abstractors to input 
the required (prompted) fields, with calculations completed by the programme in the 
background. We will supplement the quality indicator toolkit with a quality improvement 
module which will support Palliative Day Services to first identify areas for quality 
improvement, and subsequently to use Plan‐Do‐Study‐Act cycles[38] to work towards 
improvement.  
Although there were only five practice sites, the practice test indicated that the assessment 
of satisfaction and quality of life, and the production (and communication of) 
comprehensive care plans and needs assessments are areas which may require attention 
within Palliative Day Services. This finding is consistent with existing literature which has 
demonstrated that, despite initiatives promoting the routine measurement of patient 
reported outcomes,[39‐42], and strong evidence of a positive effect on a multitude of care 
outcomes (including patient‐clinician communication, patient satisfaction, and identification 
of unrecognized symptoms),[43] they are not yet widely measured in palliative care 
practice. Failure to implement patient reported outcome measurement in palliative care has 
been attributed to barriers including fear of change, time management/ constraints, lack of 
education on use of tools, burden of tools for staff and service users, illness severity, 
concerns about criticism, and cost constraints.[44] The assessment of patient reported 
outcomes is therefore one area where quality improvement projects may be particularly 
productive and valued by the Palliative Day Services community. In contrast, indicators 
which utilise administrative data that maps onto the requirements of national[45] or 
internal organisational audits were more likely to be met, such as ‘time from referral to first 
attendance’, or ‘consent to treatment’. 
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Strengths and weaknesses 
The RAND/UCLA method has been shown to produce indicators with high content[34,46] 
and predictive validity.[32,47,48] However, these characteristics and others (including 
sensitivity to change and reliability) should be field tested in a larger representative sample 
of Palliative Day Services, using the electronic toolkit for data extraction. In addition, the 
time commitment required from Delphi panellists often results in a panel that is atypical 
with respect to their interest and commitment to the topic being investigated. Generating 
interest in the value and implementation of PDS quality indicators more widely is likely to be 
challenging. 
What this study adds 
Our quality indicator set fulfils a need within the Palliative Day Services community, by 
providing a means of assessing and reviewing quality of care and identifying areas for 
improvement.  
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